and midterm T2EL incidence and its related reintervention rate. At preoperative computed tomography angiography, mean common iliac artery and external iliac artery (EIA) diameter, EIA stenosis (>70%), EIA diameter #5 mm, and iliac tortuosity ratio #0.5 were noted and considered markers of severely diseased vessels and independent factors potentially influencing outcome. Equal end points and anatomic characteristics were evaluated on a control group consisting of the last 150 patients treated by conventional endografts (Excluder; W. L. Gore & Associates, Flagstaff, Ariz) at one of the involved centers.
IP025.
Anatomic Feasibility of Branched-Fenestrated Stent Grafts to Treat Arch Aneurysms in the Japanese Population* Objective: The objective of this study was to analyze the anatomic characteristics of arch aneurysms in the Japanese population and to evaluate the feasibility of four next-generation stent grafts with branched or fenestrated configuration.
Methods: Consecutive arch aneurysm patients receiving either total arch replacement or thoracic endovascular aortic repair (TEVAR) that necessitated zone 0 or 1 proximal landing from 2007 to 2017 in a Japanese hospital were analyzed. Patients with ruptured aneurysm, anastomotic aneurysm, traumatic aneurysm, dissection at the landing zone, previous TEVAR or thoracic aortic replacement, and inadequate preoperative computed tomography angiograms were excluded. All measurements were performed using centerline of flow technique on the three-dimensional workstation. Outer curvature of aorta was measured for the aortic length. The anatomic feasibility of TAG Thoracic Branch Endoprosthesis (W. L. Gore & Associates, Flagstaff, Ariz), Zenith A-branch (Cook Medical, Bloomington, Ind), Relay Branch (Bolton Medical, Sunrise, Fla), and Najuta (Kawasumi Laboratories, Inc, Tokyo, Japan) were evaluated using the instructions for use (IFU) currently proposed by the manufacturer.
Results: During the study period, 178 arch aneurysms (mean maximum aneurysm diameter, 62.1 6 11.5 mm) were identified to be eligible for the study (84.3% male; mean age, 74.6 6 7.2 years; mean height, 161.8 6 7.6 cm; mean body weight, 61.7 6 10.8 kg; Table) . Mean length from sinotubular junction to brachiocephalic artery (BCA) and BCA to left common carotid artery (CCA) was 114.3 6 14.9 mm and 12.5 6 5.5 mm, respectively. Mean aortic diameter at sinotubular junction, BCA, and left CCA was 31.4 6 3.5 mm, 34.1 6 5.4 mm, and 33.8 6 7.1 mm, respectively. Mean BCA length, BCA diameter, and left CCA diameter were 40.9 6 7.7 mm, 13.2 6 2.1 cm, and 7.0 6 1.4 mm, respectively. For the feasibility study, Conclusions: In-state 30-and 90-day readmission rates after AD are lower than other vascular-related admissions and were not associated with treatment type. Two-year readmissions are common. Early readmission appears to be correlated with lower socioeconomic status, whereas late readmissions are associated with Medicare insurance and TEVAR. These data may suggest a disparity in care for specific populations of patients with AD for targeted improvement. Objective: A recent systematic review examining all available operative mortality risk prediction models after abdominal aortic aneurysm Example: A 70-year-old woman presented with intact 6.5-cm AAA. She has CHF and COPD, and she is taking a statin but not BB. Her creatinine level is 2.0 mg/dL, and her hemoglobin (Hb) level is 10. What is her probability of death if she had open repair? Score ¼ 0.112 * 70 + 0.6 + 0.9 + 0.6 + 0.5 * 2 + (6.8 À0.34 * 10) + 1.5 + 0.5 + 0.225 * 6.5 + 2.5 (open) ¼ 18.3, which corresponds to 5%. Example 2. If the same women had a ruptured aneurysm, the score will be 23.4, and her probability of death would be 30%.
Score ¼ 
